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Although previous national surveys have shown an increase in the use of complementary and
alternative medicine (CAM) in the U.S. population, racial and ethnic minority populations were
under-represented in these surveys. As a result, a profile of the CAM user as white, female, afflu-
ent, middle-aged and well educated has emerged. Representing the mainstream population, these
previous studies did not take into account the racial and ethnic minority populations who may have
their own healing traditions and who may hold different beliefs, use different terminology, and have
unique patterns of CAM use. In partnership with community-based organizations and community
residents, a culturally sensitive survey instrument and protocols were designed and tested to gath-
er data on lower income, urban African-Americans’ use of, attitudes toward, and understanding of
CAM. The major findings of this pilot research are 1.) Community-partnered research can help
researchers gain access to sensitive data and design culturally appropriate studies; 2.) CAM termi-
nology varies by cultural group; 3.) Certain forms of CAM (folk or family practices) are commonly
found in African-American populations; and 4.) Factors that affect CAM use—including age, lack of
access to conventional medicine, cultural heritage, and dissatisfaction with conventional medicine.

(®)

(J Natl Med Assoc. 2003;95:943-950.)
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Background and Significance

Complementary and alternative medicine (CAM)
includes a broad range of healing philosophies and
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therapies that are currently not integrated with con-
ventional medicine and are not widely taught in
western medical schools or available in most main-
stream health care settings'. One national survey
reported that CAM use in the U.S. between 1991
and 1997 increased from 32.8% to 42.1%?. Herbals
and high-dose vitamins are the major contributors
to this increase?. Sales of dietary supplements alone
now exceed $200 million/year’. This rise in CAM
use has had broad consequences in both the eco-
nomic communities and the conventional medical
communities. Responding to employee and employ-
er pressures, over 65% of HMOs now offer at least
one type of CAM coverage‘. The increasing popu-
larity of CAM and the resistance to many forms of
CAM by the established medical community have
spurred research interest in their efficacies and their
useful integration with conventional therapies.
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Several national studies of CAM use have been
conducted in the general population. However, few,
if any, over-sampled ethnic minority populations>3*.
The profile they generated of the typical CAM user
(middle class, educated, more affluent, white
female) may not be an accurate picture of CAM use
among ethnic minorities who may have different
beliefs, terminology, use patterns, and responses to
CAM'. In particular, African-American populations
have a long-standing tradition of CAM use (home
remedies, root working) that is not fully assessed in
existing surveys®. Surveys of CAM use among this
population in this last decade have generally been
small and limited to specific groups*'2. A study
conducted by Mackenzie et al.”, found that CAM
use did not differ by ethnicity; this study used a
national probability sample (n=3,789) with an over-
sampling of ethnic minorities.

African Americans and CAM Use

Based upon the literature, CAM use among
African Americans tends to differ depending upon
location and age of the respondents. Much of what
is known about CAM use among African
Americans is drawn from studies of their folk med-
ical practices, such as home remedies, family
remedies, and root working. These terms are close-
ly related to African-American folk healing tradi-
tions of the rural and urban poor*'*'¢. During cen-
turies of oppression and poverty, African
Americans were often isolated from even rudimen-
tary medical care and therefore developed their
own healing traditions using easily accessible
herbs, foodstuffs, and other substances.

These beliefs remain a strong force in the
African-American community today and are
reflected in the health care-seeking behaviors that
emphasize control over one’s experiences and self-
care'””. Their self-care practices have been linked
to economic sufficiency, social pride, and account-
ability*?'. Bailey has proposed a simple definition
of African-American alternative medicine that
summarizes key findings in the literature:
“African-American alternative medicine consists
of believing in and/or using ‘natural’ and/or ‘super-
natural’ treatment therapies that will significantly
contribute to the healing process within a holistic,
familial, and socioeconomic setting.”?

Age is an important factor with respect to the
use of CAM by African Americans®'®!. Prior to
1980, the typical African-American CAM user was
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defined as a female who lived with grandparents in
rural southern U.S., whose father had little educa-
tion, and who had a strong religious background?.
In a recent study of a group of African-American
women living in a large northeastern city, older
women held more positive views and used CAM
more frequently than did younger women®. A
study of elderly African-American women living in
community housing found that 80% used folk or
family remedies, such as wild cherry bark tea,
onion soup, musterole applied to the chest, garlic,
and cayenne pepper routinely to manage colds,
pain, catharsis, and hypertension'’.

In contrast, a recent small study of middle-class
African-American mothers caring for children with
common colds found that their CAM practices
were very similar in frequency and type to those of
caucasian mothers'>. The younger African
Americans, with greater access to education and to
the Internet—with its information on health and ill-
ness—may well be in step with that segment of the
mainstream population who are using a broader
range of CAM as a means of maintaining their
health.

While the practice of using traditional or folk
remedies may be declining in younger African
Americans, other cultural beliefs endure that
impact African-American health perceptions and
seeking of medical care®*!. An attitude of mistrust
of the health care system, a system dominated by
European Americans largely from the upper and
upper middle class, continues according to anec-
dotal reports in several studies®'*'*?2, This mistrust,
which has its origins in U.S. history, has serious
consequences for both the patient and the health
care provider, as it forms a barrier to easy and full
communication. Use of CAM is a window to these
belief systems and a salient factor in developing
therapeutic plans'’20%,

A second factor impacting the use of CAM is
the expense of conventional medical care. African
Americans make up 20.6% of the medically unin-
sured”. As a consequence, they will often delay
seeking medical care until a health need is acute.
Mackenzie et al.” found that being uninsured,
regardless of ethnicity, was a predictor of CAM
use. Closely intertwined with health beliefs, the
use of self-care practices (home remedies and fam-
ily remedies) is a key cultural factor in the health
care utilization patterns of African Americans that
merits closer attention®'%2

VOL. 95, NO. 10, OCTOBER 2003 944



AFRICAN AMERICANS' USE OF CAM

Table 1. Participant Demographics (N=51)

Gender 39% Male (n=20)
61% Female (n=31)
Age* 8% <30 years (n=4)
29% 31-45 years (n=15)
45% 46-65 years (n=23)
18% > 65 years (n=9)
Race 84% African American (n=43)
16% Black/Non-African-American
(n=8)
Birthplace* 55% Philadelphia and suburbs
(n=43)

20% Southern states (n=10)

8% Other/U.S. (n=4)

6% Other/international (n=3)
* Indicates missing records

In comparing recent studies of African-
American and CAM use, what is becoming clear is
that there is no single profile that fits all African-
American CAM users. Rather, the study population
has to be well defined, and the data collection
methods should address aspects of CAM use spe-
cific to the study population and should include not
only cultural factors but also social and economic
factors that underlie their use. This study reports
the use of focus groups composed of lower-
income, urban African Americans to identify con-
tent for a culturally sensitive semi-structured inter-
view to assess CAM use among this population and
reports the profile generated from a pilot study
employing the technique.

Community-Partnered Research

National surveys of CAM use have used differ-
ent methods to determine prevalence, including
telephone®**4, mail®, and secondary analyses of
national data sets®'**?’. The surveys have a set form
that lead in a certain direction and tend to use cate-
gories of CAM that are broadly recognizable by the
dominant culture or CAM practices more easily
linked to medical settings as opposed to self-care®.

These national surveys target a general popula-
tion and are less appropriate for studies of CAM use
by African Americans. On the other hand, studies of
African Americans in medical settings have usually
been conducted in specialty clinics, among patients
with specific diseases, or in unique populations®'.
Patients in these settings may be less candid in dis-
cussing self-care practices with the result that CAM
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use gets under-reported. Clinical samples also miss
those who underutilize biomedical services.

Another way to elicit information from under-
represented groups about sensitive subjects is to
use focused group interviews. This is a form of par-
ticipatory action research (PAR) using consensus-
sampling methods. A facilitator guides a small
group of persons who share some common charac-
teristics through an in-depth discussion of selected
issues?. This is an effective method for eliciting
culture-specific beliefs and values about health,
particularly in under-represented populations.

Increasingly, community-based or community-
partnered research is being recognized as an essen-
tial element of reducing racial and ethnic dispari-
ties in health-related outcomes®?. A community-
based research approach is population focused. Its
aim is to understand the broader social/environ-
mental context of health behaviors and risks. The
partnership extends to all phases of the research
process and allows a built-in mechanism for dis-
semination of research findings.

For this pilot study, we drew our sample from a
lower income, predominately African-American
community in southwest Philadelphia with whom we
have worked for several years. The participants came
from the same community that has had a role in the
development of the tools we used. The participants
met in the community in small groups led by indi-
viduals who were also residents of the community.

Based on our experience collecting pilot data,
community-partnered research has the potential to
help researchers gather previously inaccessible data,
while improving community-academic relations.

METHODS

This study used qualitative methods, employing
in-depth semi-structured focused group interviews
with 51 participants in six focus groups to explore
African American’s use of and attitudes toward
complementary and alternative medicine (CAM)
and to assist in the development of an interview
guide and protocol for further study. The sample
selection was non-random. The participants were
recruited with the help of three community-based
organizations who drew upon their membership
and associates to volunteer to participate. These
community-based organizations primarily serve
lower-income African Americans from west and
southwest Philadelphia. Each participant was paid
$25 for the two-hour session.
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Table 2. Examples of CAM Use

ginseng weed

Condition Treatment
Colds Cod oil and sugar, onions and honey, lemon tea and honey, castor oil,
chicken soup, Father John, 666, Rock & Rye, hot toddy, sassafras tea
Fever Wrap pickles, slices of potatoes, or onions in a sock and wrap around hands
or bottom of the feet; clove of garlic around the neck, spirits of ammonia or
cider diluted with water
Mumps Sardine sauce in sock around face and throat
Cuts Cob webs, brown paper bag, soot from the chimney, tobacco, tobacco
spit, red clay mixed with vinegar, pour alcohol (whiskey) or Coke on it, aloe
verq, fatback, salt water, and sugar
Burns Butter/cooking grease/cocoa butter, aloe vera plant, turpentine, and boiled

Serious/Chronic lliness

Cancer
from greens

High blood pressure Garlic or vinegar
Diabetes

Clean system/
unclog arteries

Marijuana, prayer, diet high in white starch and vegetabiles, fruit, and juice

Healthy diet, cayenne pepper and garlic, orange juice

Garlic, enema, cayenne pepper, castor oil, Golden Seal, echinacea,
cranberry juice, and apple juice

Other Conditions
Ring worm
* Boils
Digestion Parsley and cayenne
Gas Vinegar and baking soda

A penny soaked in vinegar and rubbed over ring worm
Rub potato or the film from the inside of an eggshell on it

Significant effort was made to ensure that the
sample was diverse with regards to gender, age, and
geographic origin. To ensure this diversity, the
organizers convened two focus groups that were
gender specific (all male or all female), one age-
specific group (all seniors over the age of 60, held
at nursing homes), and five groups that were of
mixed ethnic background, gender, and age and
employment status. The only criteria for selection
was that the person live in west or southwest
Philadelphia and self-identify as African American.
All focus groups were held within the targeted com-
munity to facilitate travel convenience for the par-
ticipants and were led by the same two facilitators,
who were also residents of the community. Table 1
details the demographic description of the sample.

Signed consent was given by the participants to
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tape the focus group responses. Standard research
protocols were followed to ensure confidentiality
of the participants. The questions that follow are
the standard questions that were asked of all of the
respondents. Questionnaire categories were select-
ed on the basis of literature suggesting they may
have particular relevance to CAM use in our popu-
lation. Due to the nature of group interviews, it was
often necessary to follow up with additional ques-
tions. The semi-structured interview guide ques-
tions included:

1. Personal and background information—
Age, ethnic background, current residence, place
of birth

2. Knowledge of CAM—What does the term
“complementary and alternative medicine” mean
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to you? Are you aware of the types of CAM?
Where did you learn about this?

3. Use of CAM—Have you or any of your fam-
ily members used CAM? What remedies do you
use? When are you most likely to use these reme-
dies? Under what conditions do you favor “con-
ventional medicine” over the use of CAM?

4. Conventional medicine and CAM use—
Does your doctor use or recommend the use of
CAM? Do you inform your doctor of your use of
CAM? What is his/her reaction?

5. Presentation of the survey instrument and
research protocol—Each survey question was
read aloud to the group, and members were asked
for their responses to the questions. They were then
asked specifically for their reactions to the instru-
ment and protocols. What are your impressions?
What worked and what didn’t? How would you
improve upon the survey? What is the best method
for collecting information about CAM use among
African Americans?

After the focus group discussion, the question-
naire was demonstrated on a volunteer in front of
the group. The focus group participants comment-
ed on the structure, format, content, appropriate-
ness, and ordering of the instrument items.

All group responses were transcribed, coded and
verified twice to ensure accuracy of the responses.
Content analysis was performed on the information
gathered in the structured interviews to count the
use of specific phrases or terminology and to aid in
the development of theories, and identifying univer-
sals and dissimilarities in the responses.

Focus Group Findings

Knowledge of CAM. Although most respondents
were not familiar with the term CAM, they indi-
cated, upon dissecting the words, that it meant
“alternative medicine”, “holistic”, and “old-fash-
ioned ways of healing”. Many participants felt they
better understood terms, such as “home remedy”,
“natural”, or “healing,” as opposed to “CAM”. In
all cases, participants agreed that these “tried and
true” methods of relieving ailments were home
remedies that were handed down from grandpar-
ents to the present generations. In most cases, it
was acknowledged that these remedies were used
primarily because of the lack of access to adequate
health care available to their elders. It was reported
that in “those days” the doctors were either too
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expensive or too far away to be of use to the fami-
lies. “It was all we had,” remarked one member of
the men’s focus group in response to the question.

Use of CAM. Analysis of our focus groups
revealed that CAM use was most common in
women and men over the age of 40. Responses
have been summarized in Table 2.

In addition to the home remedies listed above,
participants were also asked to respond to their
knowledge of and frequency of use of other types
of CAM. Of the 15 types of CAM therapies listed
(acupuncture, biofeedback, chiropractic, energy
medicine, exercise/movement, herbal medicine,
homeopathy, hypnosis, massage, nutritional sup-
plements, vitamins, relaxation techniques, special
diets, spiritual or religious healing/prayer, tra-
ditional Chinese or Indian medicine),*® respon-
dents indicated that they were most likely to use
vitamin supplements and special diets. Hypnosis,
acupuncture, and biofeedback were the least used.

Participants, in particular those over the age of
60, indicated that they would use home remedies
first for a minor illness, such as cold, cut, or burn.
Respondents said they would go to the doctor for a
serious illness, such as high blood pressure or dia-
betes, but would use alternative medicine with a life-
threatening condition (e.g., cancer), if conventional
medicine had negative side effects. It is important to
note that the men surveyed were more likely to self-
treat first and then go to a doctor if the condition
worsened. Respondents also indicated that if the
prescribed medication were too expensive, they
would consider cheaper, alternative methods.

Although elderly participants said they still use
these remedies and pass them on to their children,
most said they don’t use remedies anymore,
“because the earth is too contaminated and remedies
are no longer pure”. In the past, “the soil was pure,
we grew and cooked our own food”. Participants
indicated that an over-reliance on processed and fast
foods, the contamination of the soil, lakes, and
streams impacted their ability to find “pure” ingre-
dients. An example is the use of sassafras tea. The
participants did not feel that the processed teas on
the market could compare with the sassafras that
their grandparents would “pick” to make tea. (It is
necessary to report that all of the members of the
seniors group were residents of a residential nursing
facility where they received daily medical care and
would not have access to ingredients necessary for
the alternative or home remedies).
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In the oldest category of respondents, although
all members grew up using CAM or “home reme-
dies”, the women participants reported that now
that they have medical insurance, they are more
likely to go to the doctor than to use home reme-
dies. Those respondents who used both remedies
and conventional medicine reported that they do
not inform their doctors of their use of alternative
medicine or therapies and felt that their doctors
would not approve of their use of these approaches.
The decision of whether to inform the doctor about
the use of these remedies was influenced by the age
and race of the doctor. Participants indicated that
older doctors who were either black or Asian were
more likely to be accepting of these remedies. It
must be noted, however, that participants did not
feel that race and/or age of the doctor impacted
their decision to use alternative medicine.

Participants who were 240 years old were most
likely to report both knowledge and current use of
family/home remedies. These “tried and true”
remedies had been taught to them by their parents,
and they, in turn, had used these remedies on their
children. The most widely used remedies were
those for colds, minor cuts, burns, and bruises.
There was an emphasis on holistic living among
the participants in this age group. This group was
most likely to report the use of “home remedies”
rather than using over-the-counter medications or
other “conventional” medical practices: “I eat an
orange every night before I go to bed to aid in
digestion and to prevent constipation”, reported
one participant. Other practices included rubbing
olive oil on the face to maintain a clear complex-
ion, regularly scheduled colonics, and maintaining
a good diet and exercise regimen. Although these
participants referred to these practices as “home
remedies”, they are also embraced by mainstream
medicine. This age group also reported the highest
usage of CAM for chronic illnesses, such as cancer.
Participants reported turning to their local herbal
supplement merchant for suggestions when side-
effects from prescribed medications became too
overwhelming.

It is important to note the psychological effect
that using various home remedies had on the
respondents. Overall, participants who used CAM
felt that the use of remedies or CAM enabled them
to be more in control of their health. These partici-
pants reported that they felt empowered by their
ability to manage their own health care. This is par-
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ticularly true if the medication prescribed by a doc-
tor caused side-effects.

The youngest category of participants, those
less than 30 years old, was the least likely to report
the use of CAM. As one participant remarked,
“There is not the communication with the kids
these days like there used to be”. Another partici-
pant reported, “kids these days aren’t into alterna-
tive medicine”. The youngest group of participants
was most likely to report that they used prevention
methods, such as moderating their diet and exer-
cise. Although these participants remembered the
home remedies employed by their parents, they
were more likely to use over-the-counter medicine
or to go to a doctor.

DISCUSSION

The study found extensive use of CAM in this
community if the definition is expanded to include
home remedies/family remedies. All participants
identified some form of CAM use. The user profile
that emerged is summarized as follows: CAM use is:

* passed from generation to generation from
grandparents, parents, and elders;

« used primarily because of a lack of access to
medical doctors (financial or distance);

* most common among women and men >40
years old;

* less common among those <30 years old (who
are more likely to use prevention methods, such as
moderating diet and exercise);

* not disclosed to doctors during routine visits.

With respect to the survey instrument itself, the
responses of the focus groups recommended collect-
ing data in a “natural” social group context as
opposed to telephone or door to door. In addition,
the respondents recommended shortening the length
of the questionnaire to include only the most perti-
nent questions, eliminating questions about medical
diagnoses because they are “too personal”’; replacing
unfamiliar terms with familiar words and phrases;
and using more open-ended questions so that respon-
dents have an opportunity to give examples. We
found this social aspect of data collection to be par-
ticularly important to gaining cooperation and trust
in our population of lower-income, urban African
Americans. Respondents also recommended filling
out the questionnaire first and then engaging in a
discussion about the responses.

Using the comments from the six focus groups,
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the instrument and protocol were revised and test-
ed for feasibility in two additional focus groups
(N=21), finding them sensitive and appropriate.
The revised instrument (Health Behaviors and
CAM Use Questionnaire) included questions on
participants’ sociodemographics, health-seeking
activities, use of CAM, provider relationships and
general questions on health and functioning.
Completion time for the questionnaire was 20 min-
utes, followed by a 60-minute discussion of the
responses.

Our approach, community-partnered research,
was one that involved extensive collaboration
among faculty from two major Philadelphia uni-
versities and leaders from three community-based
organizations. This collaboration fostered mutual
respect among various planning participants and
resulted in the utilization of a community-centered
and driven approach.

Based on our experience collecting pilot data,
community-partnered research has the potential to
help researchers gather previously inaccessible
data, while improving academic-community rela-
tions. By providing subjects in the community with
a place at the research table and a tangible return for
their participation, investigators began to erode the
long-held perception that research is more for the
benefit of the academic investigators than for the
benefit of the communities involved in the study.

In community-partnered research, the investiga-
tors must be sufficiently open to consider commu-
nity perspectives and flexible to implement their
recommendations. Perhaps the most crucial piece
of establishing community-partnered research is
making sure that the community’s goal for the
research is met. Based on our pilot data, examples
of worthwhile products from researching CAM use
among African-American groups would be data
that educated the community about CAM,
informed physician education programs, and facil-
itated the formation of culturally competent sys-
tems of care.

The researchers were able to meet in familiar
settings with participants and conduct conversa-
tions on the best manner by which to collect infor-
mation on this subject. Ultimately, the respondents
indicated that they would be most likely to respond
to an interview, such as this one, in a more familiar
setting. Many expressed a preference for a group
setting where they could discuss the issue with oth-
ers face to face, rather than simply filling out a
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questionnaire. As one participant responded, “I am
really enjoying this. This is the first time that [ can
think of when I have sat down with a group of
women to discuss a topic like this.” In doing so, par-
ticipants felt not only that they were able to share
their own experiences but also to learn from others.
With respect to African Americans, studies using
subjects recruited with a community-partnered
research approach and employing context-sensitive
methods that are designed to capture the group’s
health beliefs and self-care practices are likely to
provide data that has previously been inaccessible.

CONCLUSION

CAM use is multidimensional. Its integration
into the conventional medical community will have
to include the study of ethnomedical practices with
context-sensitive studies designed to capture these
practices on the ethnic group’s own terms. A
patient’s ethnomedical practices influences their
relationship with the health care provider and the
health care delivery system. Using culturally sensi-
tive methods and instruments to ask about CAM
use will complement existing national surveys by
overcoming biases inherent in telephone survey
methods. Identifying the patterns of CAM use
within a defined ethnic population can provide the
basis for the design of clinical trials and interven-
tion studies to test the effectiveness of selected
treatments, using methods that are faithful to the
actual health practices of the subjects®. Further-
more, studies of this nature can facilitate the inte-
gration of self-care practices into conventional
health care and can inform studies of patient deci-
sion-making in the treatment of chronic illnesses,
like hypertension®. Finally, community-partnered
research has the potential to powerfully influence
current efforts to create culturally competent sys-
tems of care, thereby assisting in redressing ethnic
and racial health disparities.
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